18 transferred she developed severe pain and shock. Four units of blood were transfused rapidly but deterioration continued. A classical CEsarean section was performed, the blood pressure being unrecordable and pulse just palpable at the time that anesthesia was induced. A stillborn infant of 2700 g was delivered.
transferred she developed severe pain and shock. Four units of blood were transfused rapidly but deterioration continued. A classical CEsarean section was performed, the blood pressure being unrecordable and pulse just palpable at the time that anesthesia was induced. A stillborn infant of 2700 g was delivered.
There was blood-stained fluid but no free blood in the peritoneal cavity but there was an enormous left-sided retroperitoneal hematoma. The right kidney could not be felt. The left renal artery was eventually located and clamped, but by this time the patient was moribund despite having had 18 units of blood. Resuscitation attempts were abandoned 2 hours after the initial incision.
Post-mortem examination: The right kidney and ureter were absent. The left kidney weighed 285 g (normal about 170 g). The left renal vessels were large but there was no evidence of atherosclerosis. The artery branched into three principal divisions, and at the trifurcation there was an opening 1 cm in diameter communicating with a sac 2.5 cm in diameter which had a defect measuring 2 cm in diameter in its posterior wall. The bladder and left ureter were normal.
Much blood clot surrounded the kidney and extended into the left paracolic gutter up to the diaphragm and across the aorta, also down into the left side of the pelvis extending to the right, across the iliac vessels, thus displacing the uterus to the right.
Microscopic examination of the left renal artery showed that the wall of the aneurysm was largely fibrous. There was dense inflammatory exudate through the wall of the aneurysm at one point and it may be that this was the point of gradual weakening that led to rupture. Sections of the renal artery away from the rupture showed muscular intimal thickening. Comment This is a condition well described by MacCormack et al. (1958) and Wyllie et al. (1962) . They described a sausage-string appearance of the renal artery with closely spaced stenotic zones producing narrowing of the lumen of the vessel with various proportions of intimal, medial and subadventitial fibroplasia. Between these constrictions there were areas of thinning with aneurysmal dilatation in about 50 % of cases. Wyllie et al. described a series of 35 patients, all of whom had presented with hypertension and were investigated by renal arteriography. Thirty of the 35 were women, and it was noted that of the 24 who underwent surgery, either for excision of the stenosed zone or nephrectomy, 19 History: The patient, an unmarried Irish primigravida aged 39, attended the Accident and Emergency Department complaining of pain in the chest and upper abdomen. At first she denied that she could be pregnant although her abdomen had been swelling increasingly for six weeks. Her previous health had been good.
On admission: She was a well built woman who was pale but lying comfortably. She was apyrexial, pulse rate 80/min, blood pressure 150/90; there was bilateral ankle cedema. She was unable to pass urine but a specimen obtained at the time she collapsed contained a moderate amount of protein. The height of the uterine fundus was that of a 36-week pregnancy and many foetal parts could be felt, although the tense anterior abdominal wall precluded precise palpation. Fcetal heart sounds were audible in the right iliac fossa. No tenderness was elicited. The clinical impression of twins was confirmed radiologically, the foetal maturity being approximately 36 weeks. An hour after the patient's arrival the pain recurred. It was intermittent, maximal in the epigastrium and apparently associated with uterine contractions. At this stage it was concluded that pre-eclampsia, anamia and threatened premature labour were complicating the twin pregnancy and the patient was admitted to the antenatal ward for rest, observation and investigation. She was given pethidine 100 mg i.m. at 11.30 p.m.
At 5.30 a.m. she was awakened by epigastric pain. Strong contractions were felt by the nurse who recorded a pulse rate of 70/min and blood pressure 120/80, and noted that the bed was wet. Then the patient collapsed. She was revived by external cardiac massage, but a few minutes later collapsed again and despite implementation of the full cardiac arrest procedure, including an attempt to expand the blood volume, she did not recover.
Post-mortem examination: There was a massive intraperitoneal hiemorrhage as a result of rupture of an aneurysm of the splenic artery which was exceptionally tortuous and atherosclerotic. The aneurysm was 1.5 cm in diameter and was situated near the hilum of the spleen.
Investigations: The results of the investigations became available later. Hb 5.5 g/100 ml; mean cell hemoglobin concentration 29.5%; Wassermann reaction, Reiter protein complement fixation test and fluorescent treponemal antibody testall positive.
Comment
Since 1869 69 cases of rupture of a splenic artery aneurysm in pregnancy or the puerperium have been reported with a maternal mortality of 72 % and a foetal mortality of 97 %. Most of the aneurysms are congenital but atheromatous changes are often present. Rupture occurs most commonly in the last trimester and prolonged hypertension may be a contributory factor. No case of syphilis has been recorded before and only one other twin pregnancy.
Epigastric pain is present in almost all cases. The classical two-stage rupture may occur with recurrence of shock after initial recovery and a variable latent interval. There may be a palpable epigastric tumour, the uterus is usually lax and the feetal head is engaged, but ultimately the diagnosis depends on thinking of the condition. Maternal recovery requires rapid blood replacement and prompt ligation of the bleeding vessel which must usually be preceded by Cesarean section or hysterotomy to provide access.
Acute Intermittent Porphyria and Inappropriate
Secretion of Antidiuretic Hormone in Pregnancy G D Kerr FRCS MRCOG (Department ofObstetrics and Gynwcology, St Thomas' Hospital, London SEJ) Miss L C, aged 16. Jamaican History: Three years after this girl arrived in Britain she became pregnant by her step-brother. Her father suffered from diabetes mellitus; there was no other relevant medical or family history.
The pregnancy proceeded uneventfully until the twenty-fourth week when at the antenatal booking clinic she was noted to have an iron-deficiency anaemia: Hb 8.0 g/100 ml, serum iron 45 ,g/100 ml, blood film normochromic and normocytic, sickle test negative, electrophoresis showed no hemoglobinopathy.
Oral iron and folic acid increased the serum iron to 112 ,ug/100 ml but did not improve the anemia, and the patient was admitted to the antenatal ward in her thirty-second week for further investigation of glucose tolerance, gastrointestinal and renal function. No abnormality was found.
While an inpatient she received butobarbitone 200 mg each night as a hypnotic and, on the third day after admission, a total-dose infusion of Imferon as the serum unsaturated iron-binding capacity remained high at 600,ug/100 ml.
On the fourth day she developed nausea, vomiting and burning retrosternal pain. These symptoms persisted intermittently over the ensuing week in spite of symptomatic treatment. She became depressed and withdrawn and was thought to be suffering from hyperemesis, cesophageal reflux and a reactive depression. Although intermittently ketotic she was not dehydrated and her electrolytes remained within normal limits until two weeks after admission when she suddenly became very weak and developed a very rapid electrolyte depletion with no clinical evidence of dehydration or overhydration. She was hypopyrexial with an oral temperature of 94°F (34.5°C) and all reflexes were depressed with no focal neurological signs.
Serum analysis: Sodium 100, potassium 2.8, chloride 77 and bicarbonate 19 mEq/l; urea 22 mg/100 ml. Urine: sp. gr. 1.015; no macroscopic abnormality.
Hypertonic infusions, initially of the order of 150 mEq sodium and 80 mEq potassium in 6 hours monitored in the intensive care unit, restored the electrolytes to near normal within 36 hours. The following day porphobilinogen and excess porphyrins were found in the urine and all drugs were stopped. In spite of correction of her electrolytes the patient continued to secrete concentrated urine and developed signs of overhydration. She remained weak and developed hallucinations. Some 80 hours after the onset of the acute illness she again deteriorated from a combination of marrow failure and phrenic neuropathy. She developed an acute pneumonia which proved fatal.
